Airway foreign body occurring during in-office vocal fold injection Pamela Chia, MD; Aaron Jaworek, MD; Robert T. Sataloff, MD, DMA, FACS A 20-year-old female singer returned to our office 1 month after excision of a right vocal fold cyst. She had been working with the voice team, and her reflux was controlled with a proton-pump inhibitor and an H2 blocker. Because strobovideolaryngoscopy revealed greater-than-expected stiffness of the right vocal fold, an in-office peroral vocal fold injection with dexamethasone was offered to the patient. After the risks, benefits, and alternatives were discussed, informed consent was obtained.
The vocal fold injection was tolerated well, but as the instrument was being removed, the tip of the injector needle broke off and landed across the superior surface of the vocal folds (figure). Indirect laryngoscopy instruments were obtained promptly to retrieve the foreign body. Initially, the needle tip was visualized in the supraglottic larynx near the petiole. However, the patient swallowed, and the needle migrated to the piriform sinus and then disappeared in the esophagus.
There have been no reports in the literature documenting a scenario such as this in the office setting, and it was the first occurrence during the senior author's more than 30 years of practice.
Under direct visualization with the flexible laryngoscope, the postcricoid region was explored with an alligator forceps. No evidence of the foreign body could be visualized or palpated. After explaining to the patient what had happened, she was educated on symptoms that 
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she should expect if the needle had become lodged or if an esophageal perforation had occurred. Symptoms of a lodged or penetrating foreign body in the upper aerodigestive tract include drooling, dysphagia, odynophagia, gagging, chest pain, tachycardia, wheezing, stridor, and cough.
Needle foreign bodies in the upper airway can lead to many complications, with penetration and perforation being the most severe. This could result in life-threaten- Figure. The needle tip is initially situated on the superior surface of the vocal folds in a perpendicular orientation before migrating to the esophagus. 1900 by Killian. 3 Functional endoscopic sinus surgery was described by Messerklinger 4 and Stammberger 5 in the 1970s and 1980s and progressed to the introduction of powered instruments by Setliff 6 in the early 1990s. Powered endoscopic maxillary antrostomy was described in detail 7 and has continued to be a useful procedure over the past 25 years.
Powered endoscopic maxillary antrostomy is performed through the middle meatus. Good hemostasis with the surgeon's preferred combination of topical and injected anesthetic and decongestant agents is important for good visualization throughout the procedure.
The free edge of the uncinate process is identified and gently displaced away from the lateral nasal wall (figure, A). This exposes the ethmoid infundibulum. Using a back-biting forceps (figure, B) a section of the uncinate is removed (figure, C), creating a rough edge of tissue to allow dissection with the microdebrider (figure, D). The uncinate remnant is then identified (figure, E) and removed (figure, F), completing the uncinectomy and exposing the natural ostium of the maxillary sinus.
Next, the ostium is enlarged by making a small tear posteriorly with a ball probe ( figure, G) . The microdebrider is then used to remove tissue and enlarge the ostium posteriorly (figure, H) and inferiorly (figure, I), with care taken to avoid injury to the orbit superiorly and the nasolacrimal duct anteriorly.
For the past 25 years, powered endoscopic middle meatal maxillary antrostomy has continued to be a useful procedure.
ing infections or hemorrhage from injury to the major vessels in the neck or chest. Fortunately, most foreign bodies that are ingested pass through the gastrointestinal tract without consequence, and conservative management is all that is needed. 1 Plain films are commonly used for radiopaque foreign bodies. Additional imaging with computed tomography and magnetic resonance imaging can improve detection of radiolucent foreign bodies and help to identify any suspected complications. 2 If a foreign body cannot pass safely through the digestive system, it should be extracted via an endoscopic or, in some cases, an open approach.
Our case occurred in the office while the patient was awake. Maintaining a calm environment and frequent reassurance to the patient was critical. The flexible fiberoptic laryngoscope remained in place the entire time to keep the foreign body in view. The indirect laryngeal instruments, already in the room, were opened in less than 1 minute. Because the airway remained patent and the patient remained asymptomatic after the foreign body had been swallowed, it was deemed appropriate to proceed with outpatient monitoring.
In-office injection laryngoplasty has advantages and disadvantages. The advantages include avoidance of general anesthesia and reduced cost. Some disadvantages include the potential for patient intolerance, suboptimal visualization of the target in some cases, and limited resources to address rare adverse events such as syncope, bleeding, and airway obstruction. However, the failure rate for in-office vocal fold injections is less than 5% in experienced hands. 3 Equipment failure with a broken needle tip during a vocal fold injection is possible, although exceedingly rare. Anticipatory preparations should be in place in the office setting should this occur. Healthcare professionals and patients are encouraged to report suspected device-related adverse events through the FDA Med-Watch program (www.fda.gov/medwatch). 4 
